Objective To estimate the cost-effectiveness of adding a selective phosphodiesterase-4 inhibitor, roflumilast, to a long-acting bronchodilator therapy (LABA) for the treatment of patients with severe-to-very severe chronic obstructive pulmonary disease (COPD) associated with chronic bronchitis with a history of frequent exacerbations from the UK payer perspective. Methods A Markov model was developed to predict the lifetime cost and outcomes [exacerbations rates, life expectancy, and quality-adjusted life years (QALY)] in patients treated with roflumilast, which showed a reduction in the exacerbation rates and lung function improvement in a pooled analysis from two clinical trials, M2-124 and M2-125. Sensitivity analyses were conducted to explore the impact of uncertainties on the cost-effectiveness. Sensitivity analyses suggest that among the main determinants of cost-effectiveness are the reduction of exacerbations and the case fatality rate due to hospital-treated exacerbations. Probabilistic sensitivity analysis suggests that the probability of roflumilast being cost-effective is 82 % at willingness-to-pay £30,000 per QALY. Conclusions The addition of roflumilast to LABA in the treatment of patients with severe-to-very severe COPD reduces the rate of exacerbations and can be cost-effective in the UK setting.
Introduction
Chronic obstructive pulmonary disease (COPD) is a chronic disease characterised by airflow limitation that is only partially reversible and progresses over time. It is a major cause of disability and death worldwide and has an estimated prevalence in Europe of 7.6 %, with the prevalence of physiologically defined COPD in adults C40 years of approximately 9-10 % [1] . COPD patients present with symptoms of cough, sputum production, or dyspnoea, and a history of exposure to risk factors, of which smoking is the most important. Symptoms, including activity limitation, and COPD exacerbations place a heavy burden on patients and impair their quality of life [2] [3] [4] . Spirometric criteria used to confirm the diagnosis of COPD are a post-bronchodilator FEV 1 /FVC (Tiffeneau index) of\0.7. COPD is judged as severe when the FEV 1 is between 50 and 30 % and very severe when it is below 30 % of the predicted value [2, 5] .
Exacerbations of COPD are characterised by a change in the patient's baseline dyspnoea, cough, and/or sputum that is beyond normal day-to-day variations, are generally acute in onset, and may prompt a change in regular medication [2] . Exacerbations vary in severity and are responsible for much of the cost of managing COPD. In most clinical and health economics studies of COPD, the severity of an exacerbation is defined by the level of health resources required in their management. Moderate exacerbations are those requiring oral or parenteral corticosteroids [6] [7] [8] , while severe exacerbations are those leading to hospital admission and/or death.
The frequency of exacerbations are higher in COPD patients with chronic cough [9] , and the risk of all-cause mortality is higher in COPD patients with a chronic bronchitis [10, 11] . The impact of exacerbations requiring hospital admission upon health status is particularly severe, affecting mobility and self-care [12, 13] .
The goals of management of COPD are to limit disease progression, through reduction of risk factors such as smoking, to reduce the frequency of exacerbations, and to improve quality of life. Pharmacological management involves a stepwise increase in treatment according to a combined assessment of ''risk'' based on symptoms, severity of lung function impairment, and risk of exacerbations [2] , beginning with the as-needed use of short-acting bronchodilators (SABA) followed by the addition of one or more longacting bronchodilators (LABA) or a long-acting antimuscarinic (LAMA) with or without an inhaled corticosteroid (ICS) [2] . With increasing severity of COPD the use of combinations of these treatments is recommended [5] . None of these treatments have been shown conclusively to modify the long-term decline in lung function that characterises COPD.
In 2010, roflumilast, a selective phosphodiesterase-4 inhibitor with antiinflammatory properties, was approved by European Medicines Agency (EMA) for use as once-daily oral maintenance treatment for adult patients with severe and very severe COPD associated with chronic bronchitis and a history of frequent exacerbations as an add-on to bronchodilators [14] . The effect of roflumilast on exacerbation rates in patients with COPD was investigated in two placebocontrolled double-blind multicentre trials (M2-124 and M2-125) with similar populations of patients with COPD [6] . Both studies compared roflumilast add-on therapy with placebo in patients with a mean age of 64.7 years with a clinical diagnosis of severe-to-very severe COPD and a chronic productive cough and were designed so that approximately 50 % of patients received concomitant treatment with LABA, a pre-specified subgroup of patients [15] . This enabled the comparison of roflumilast plus LABA versus LABA alone. Analysis of the combined patient population in both studies [6] showed a statistically significant reduction of exacerbation rates in patients treated with roflumilast added to concomitant LABA compared to patients treated with LABA alone [relative reduction of exacerbation rates of 0.793 (95 % CI 0.690-0.911)] [15] and a statistically significant increase in post-bronchodilator FEV 1 of 46 ml (95 % CI . A further analysis of efficacy confirmed that the difference in exacerbation rates between treatments was independent of concomitant LABA [6] and that the time to first and second exacerbations was lengthened with roflumilast treatment [15] .
The objective of the cost-effectiveness analysis reported in this article is to assess the cost-effectiveness of concomitant LABA ? roflumilast versus LABA alone, as consistent with the label for roflumilast. The analysis is based on the pooled evidence from trials M2-124 and M2-125 [6, 15, 16] and the current indication for roflumilast.
Methods

Model structure
A state-transition Markov model was constructed to estimate the life-time cost and health outcomes and the costeffectiveness of roflumilast added to concomitant LABA treatment in a cohort based on the patient population in the studies M2-124 and M2-125. Patients' characteristics in the model cohort, such as mean age, proportion of males, rates of exacerbations in the LABA alone group, the proportion of exacerbations treated in hospital, and the relative reduction of exacerbation rates (RRR) and FEV 1 improvement in patients treated with roflumilast added to concomitant LABA, were based on the LABA subgroup in studies M2-124 and M2-125 [6, 15] and are presented in Table 1 The model included three states: severe COPD, very severe COPD, and dead. COPD states in the model are based on the severity of the disease as defined by the GOLD criteria [2] , i.e. using post-bronchodilator FEV 1 % predicted value relative to the normal population. The model cycle length is 1 month, and the time horizon of the model is 30 years, which is considered a lifetime horizon, given the mean age of patients at start of 64.7 years. Transitions in the model simulate the progression of COPD, exacerbations, and death. Exacerbations are modelled as events that can occur in the severe and very severe COPD states. Patients who experience exacerbations within a model cycle can remain in their respective COPD state, transition to very severe COPD (patients with severe COPD), die because of background mortality, or die as a result of hospital-treated exacerbations. Patients without exacerbations can die because of background mortality, progress to very severe COPD (for patients in the severe COPD state), or remain in their respective COPD state. The disease states and transitions are shown in Fig. 1 . [19] .
Mortality
Mortality in the modelled COPD cohort occurs as both a result of case fatality during a hospital-treated exacerbation and as age-and sex-specific background mortality that excludes hospital mortality. In the model, the background mortality and the hospital mortality combined represent the all-cause mortality in populations with severe and very severe COPD.
Hospital mortality
The risk of death due to a hospital-treated exacerbation (case fatality rate, CFR) was obtained from the 2008 UK National COPD Audit Report [20] where CFR was reported at 7.7 % for a sample of 9,716 admissions for COPD exacerbations (with subsequently estimated SE of 4.4 %). Gamma a Based on [6] b Derived from pooled analysis of clinical studies M2-124 and M2-125 [16] ; reported in [38] c Reported in [19] d Reported in [15] and adjusted to eliminate the potential doublecounting due to indirect reduction of exacerbation rates resulting from the lung function benefit e Reported in [38] f Lung function decline in [18] g Based on [22] , estimated for the UK population in NICE COPD Guideline CG101 [5] h Based on [20] and adjusted to age of patients in modelled cohort i In the model, the annual reduction of utilities due to an event of exacerbation reported in [23] was accounted for a 1-month model cycle j Roflumilast: estimated manufactured price at the recommended daily dose of 500 lg k LABA: Serevent Ò , at daily dose of 50 lg [24] l Non-elective HRG, including short-stay admissions [25] m Includes cost of a GP visit, cost of an accident and emergency admission, and medications n Based on resource use reported in [12] and respective UK unit costs
The average age of patients in the UK COPD Audit Report was 73 years. The average age of patients in the model at the start of the simulation was 64 years. To avoid overestimation of hospital mortality at the start of cohort simulation we assumed that hospital mortality risk would be lower in patients younger than 73 years and increase in patients older than 73 years, and we used the ratio of agespecific risk of death in the general population to the risk of death at the age of 73 to adjust the CFR value of 7.7 %.
With such an adjustment, at the age of the cohort of 64 years, the resultant hospital CFR was 3.2 % (where 100 % of the cohort patients were alive), further reaching the value of 7.7 % at the cohort age of 73 years (when 52 % of cohort patients were alive) and approaching the level of 28 % at the age of 85 years (with only 2.4 % of the cohort patients alive), as shown in Table 2 . In a scenario analysis, an alternative estimate of the age adjustment of the risk of hospital mortality reported in a meta-analysis study [21] was tested.
Background mortality and SMR
In the model, the risk of background mortality in the severe and very severe COPD states is expressed via the age-and sex-specific mortality in the general population multiplied by standardised mortality ratios for background mortality a Adjustment using the ratio of the age-specific risk of death in the UK general population to the risk of death in the UK general population at the age of 73, the average age in the UK COPD Audit Report [20] b Source: 2008 UK COPD Audit Report [20] c Estimated from model simulation
Cost-effectiveness of roflumilast in COPD 73 that excludes hospital deaths (SMR B ). The relative mortality risk ratio by COPD GOLD stage versus non-COPD population was based on a Swedish study [22] that provided estimates of the relative COPD mortality risk of the FEV 1 group compared with the general population mortality. The all-cause mortality SMR in severe COPD was estimated at 3.1 (95 % CI 2.6-4.1) and in very severe COPD 5.0 (95 % CI 3.5-11.8) as the weighted average for smokers, former smokers, and never smokers stratified by GOLD COPD severity stage and gender compared to the general population without symptoms of chronic bronchitis and with normal pulmonary function. The values of SMR B (which exclude hospital deaths) were subsequently estimated by separating the hospital case fatality rate multiplied by the risk of hospital-treated exacerbations from the risk of all-cause mortality in severe and very severe COPD separately and were estimated at 2.5 and 3.85 for the severe and very severe COPD states respectively (shown in Table 3 ). The impact of the estimated SMR B on the incremental cost-effectiveness was explored in a sensitivity analysis and was found to have little impact on the incremental cost-effectiveness (Table 6 ).
Health-related utilities
Two types of health-related utilities are employed in the model. The severe COPD and very severe COPD states are associated with the utility values of 0.751 (95 % CI 0.738-0.765) and 0.657 (95 % CI 0.635-0.678) respectively [16] . Hospital-treated exacerbations and community-treated exacerbations cause loss of utility that is translated in the model into loss of QALY per an event of exacerbation. The QALY loss due to an exacerbation was estimated based on the annual utility reduction of 0.01 (SE = 0.007) and 0.042 (SE = 0.009) associated with a community-treated exacerbation and a hospital-treated exacerbation respectively, reported in [23] . In the model, the loss of QALY was applied to the model cycle within which an exacerbation occurred; therefore the values of absolute reduction of health-related utilities within 1 month in the model equalled 0.12 (representing a loss of QALY per a moderate exacerbation of 0.01) and 0.504 (representing a loss of QALY per severe exacerbation of 0.042) due to a community-treated exacerbation and due to a hospital-treated exacerbation respectively.
Resource use and costs
The cost-economic analysis was conducted from the perspective of the UK National Health Service (NHS). Costs and outcomes were discounted at 3.5 % per annum. The following direct health care costs are considered in the model: (1) monthly costs of maintenance of a patient in the severe and very severe COPD states; (2) monthly costs per patient of roflumilast ? LABA and LABA, and (3) event costs of community-treated and hospital-treated exacerbations. Maintenance costs included outpatient visits, oxygen therapy, spirometry tests, and influenza vaccinations [12] and amounted to £48 (95 % CI £34-£61) and £149 (95 % CI £122-£176) per month for patients with severe and very severe COPD respectively ( Table 4 ). The monthly costs of roflumilast was £38.23 (estimated manufacturer price at the recommended daily dose of 500 lg), and the monthly cost of LABA was £29.67 [Serevent Ò (Salmeterol Ò )] at a daily dose of 50 lg [24] . The cost of a community-treated exacerbation was estimated at £65 (95 % CI £41-£89). The cost of a a Mortality risk by GOLD stage versus non-COPD population (applied to age-specific mortality rates for the UK general population). Derived based on all-cause SMR in [22] and [5] ; the mortality risk associated with hospital-treated exacerbations was deducted from all-cause SMR b Source: A Swedish study [22] where SMRs were estimated as weighted average for smokers, former smokers, and never smokers stratified by GOLD COPD severity stage and gender compared to the general population without symptoms of chronic bronchitis and with normal pulmonary function hospital-treated exacerbation was based on non-elective Healthcare Resource Groups (HRGs) weighted by volume [25] , related to COPD, that also included HRGs for short hospital stays and was estimated at £1,381 (95 % CI £1,065-£1,698) ( Table 4) .
Reduction of exacerbations
A relative rate reduction (RRR) of exacerbations of 0.793 (95 % CI 0.690-0.911) was derived for severe COPD and very severe COPD combined, using pooled data from trials M2-124 and M2-125 [15] for the pre-specified subgroup of patients treated with concomitant LABA. In the model, this RRR was adjusted to eliminate the potential doublecounting due to indirect reduction of exacerbation rates resulting from the lung function improvement (i.e. slowing down the progression of disease to very severe COPD).
The adjusted relative reduction of the exacerbation rate ratio applied in the model was 0.794 (95 % CI 0.70-0.91).
The reduction of exacerbations due to treatment reduces the effect of exacerbations on the health-related utility and subsequently leads to a reduction in mortality due to hospital-treated exacerbations. In the model it was assumed that the reduction of exacerbations lasts for the lifetime horizon. In one-way sensitivity analysis, shorter durations of the reduction of exacerbations were tested.
Lung function improvement
Roflumilast add-on treatment has been shown to improve lung function [6] . This treatment effect was implemented in the model as an increase in FEV 1 (an improvement in post-bronchodilator FEV 1 of 46 ml (95 % CI 28-64) in patients treated with concomitant LABA ? roflumilast. The lung volume increase did not have an impact on the annual decline of lung volume, which remained equal to 52 ml in patients in the treatment and comparator arms. In the base case analysis, the lung function benefit of roflumilast was limited to 1 year, as observed in studies M2-124 and M2-125. After 1 year, it was assumed that the lung volumes in patients in the roflumilast and comparator arms were equal. Improvement of lung function results in an increased time that patients stay in the severe COPD state, delaying the transition to the very severe COPD state. Figure 2 shows the impact of the improvement of lung function on the average estimated time in the severe COPD state. The impact of a longer duration of lung function benefit was explored in a sensitivity analysis.
Adverse events
The majority of adverse events in patients treated with roflumilast in studies M2-124 and M2-125 were mild-tomoderate and transient and occurred within the first month from the beginning of treatment. In the model base case analysis, adverse events were therefore not taken into consideration. In a sensitivity analysis, an impact of adverse events was assessed by assuming within the first cycle health impact and costs of treatment of adverse events per patient at 50 % of the average cost and 50 % of the health impact of a community-treated exacerbation.
Probabilistic sensitivity analysis
In order to explore the combined impact of all uncertainties in the model inputs on the cost-effectiveness, a probabilistic sensitivity analysis (PSA) was conducted. The list of the input parameters included in the PSA and the corresponding distributions with their respective 95 % CIs are shown in Table 1 . The gamma distribution was used for the costs, the annual lung volume decline, the lung volume improvement, and the background rates of exacerbations in the LABA only arm. The beta distribution was used for the proportion of hospital-treated exacerbations, the hospital case fatality rate, and the health-related utilities associated with COPD and the disutilities of exacerbations. Log-normal distribution was applied to the treatment effect (reduction of exacerbation rates). For standardised mortality ratios for background death uniform distributions were used, cantered around the mean values. The number of iterations in the PSA was 2,000; the PSA results are presented in Fig. 3 as an incremental scatter plot and the cost-effectiveness acceptability curve (CEAC).
A summary of health benefits of roflumilast
The benefits of adding roflumilast to concomitant bronchodilator therapy (LABA) predicted by the model result from the reduction of exacerbation rates and from the improvement in lung function. The reduction of exacerbation rates reduces the QALY loss from exacerbation events and reduces mortality because of the reduction of hospital-treated exacerbations. The improvement in lung function delays the progression of patients from the severe COPD to the very severe COPD state, which is associated with lower health-related utility, higher maintenance costs, higher frequency of exacerbations, and higher background mortality (SMR B ).
Results
Base case analysis and PSA
For the LABA alone arm, the model (Table 5) 
Probabilistic sensitivity analysis (PSA)
The uncertainty in the cost-effectiveness was explored in a probabilistic sensitivity analysis using Monte-Carlo simulation [26] . The cost-effectiveness scatter plot and costeffectiveness acceptability curve (CEAC) are presented in Fig. 3 ; the probability of roflumilast as an add-on to LABA versus LABA alone being cost-effective is 82 % at willingness-to-pay £30,000 per QALY.
One-way sensitivity analysis (OWSA)
A range of one-way sensitivity analyses (OWSA) were performed to explore the impact of uncertainty in model parameters on the incremental cost-effectiveness. The lower and upper estimates for variables in the OWSA were based, where possible, on the boundaries of the respective 95 % confidence intervals, or on the assumptions, and are presented in Table 6 .
Relative reduction of exacerbation rates
The predicted cost-effectiveness is most sensitive to the relative reduction of exacerbations rates (RRR) and varied from £12,829 per QALY gained to £53,435 per QALY gained when RRR varied from the lower to upper bounds of its 95 % CI respectively. In the model, it is assumed that the treatment effect of reduction of exacerbation rates applies for the entire duration of simulation (a lifetime horizon) as there is no evidence from the roflumilast studies to suggest a reduction of the treatment effect of roflumilast with time. However, a scenario analysis was performed to explore the cost-effectiveness with the assumption of a limited duration of the treatment effect. In that scenario analysis, both the treatment effect and the cost of roflumilast were removed after a number of years. In this scenario analysis the incremental cost-effectiveness ratio (ICER) remained stable within a wide range of assumptions on the duration of treatment effect (years): £10,966 (1 year), £16,515 Cost-effectiveness of roflumilast in COPD 77 Hospital CFR
In the absence of hospital mortality, the ICER was estimated at £47,963 per QALY. At higher CFR (14 % at age 73), the ICER was £15,031 per QALY gained. This upper limit of 95 % CI of hospital CFR at age 73 in the model is close to the CFR value of 15.6 % (95 % CI 10.9-20.3) reported in a meta-analysis study [21] . This age adjustment of hospital CFR in the model results in a lower risk of hospital CFR at the beginning of simulation at age 64 (approximately 3.3 %) compared to the age adjustment to CFR reported in [21] (4 % increase per 1 year of age). In a sensitivity analysis, we applied a CFR of 0.077 at age 74 and adjusted it by increasing the risk of death by 4 % per year of age in patients older than 73 and by reducing the risk of death by 4 % per year in patients younger than 73. This resulted in an ICER of £17,720 per QALY gained. An assumption of constant CFR of 0.077 regardless of cohort age results in an ICER of £16,205 per QALY gained. The assumption taken in the model represents therefore a more conservative approach to estimating the risk of hospital mortality.
Duration of lung function benefits
At 1-year duration of lung function benefits, the magnitude of improvement of lung function has a moderate impact on the cost-effectiveness: the ICER varied from £20,312 to £18,818 per QALY gained at FEV 1 benefits ranging from 28 to 64 ml (representing the lower and upper limits of 95 % CI). When no lung function benefit is assumed, the ICER amounts to £21,901 per QALY gained. It such a case, the effect of treatment is determined by the reduction of exacerbations only. An assumption of lung function benefits lasting for 2 and 5 years results in ICERs of £17,712 and £14,889 per QALY gained respectively (Table 6 ).
Rate of exacerbations and patients with frequent exacerbations
The cost-effectiveness is more sensitive to the background rate of exacerbations in the very severe COPD state in patients treated with LABA alone [ICER = £17,217 per QALY and £21,876 per QALY gained at the annual exacerbation rates of 2.18 and 1.45 (95 % CI)] than to the rate of exacerbation in the severe COPD state [ICER = £18,501 per QALY and £20,475 at annual exacerbation rates of 1.65 and 1.29 (95 % CI)].
The cost-effectiveness was explored at the annual rate of exacerbations of C 2 per patient in the severe COPD state to represent patients with frequent exacerbations, as defined in the 2011 Global Strategy for the Diagnosis, Management and Prevention of COPD [2] . With the assumed higher annual rates of exacerbations of 2.0, 2.25, and 2.5 in the severe COPD state and the proportionately increased rates of exacerbations in the very severe COPD state, the estimated ICERs yield £14,120, £12,492, and £11,192 per QALY respectively. 
Discussion
The economic analysis conducted in this study is built upon the commonly accepted approaches taken in the previously published pharmacoeconomic models in COPD [12, 13, [27] [28] [29] [30] , with the efficacy of treatment derived from pooled analysis of two clinical trials. Generally, earlier cost-effectiveness studies have modelled COPD with disease states and transitions determined by lung function (FEV 1 ) assuming, with some variations, that the effect of treatment leads to the delay of time to transition to more severe disease states and to a reduction of the rates of exacerbations. The existing variety of methods in the application of lung function benefits, mortality, and utilities suggests that there is no consensus on the best practice in the application of these factors in COPD modelling. The accuracy of the model presented in this study and other models is also limited by the evidence from clinical trials that typically have limited duration compared to the natural history of disease and therefore by the need to use external data, such as reduction of health-related utilities due to exacerbations and estimated of background mortality and hospital mortality. In this study, two key methods were employed to adjust the estimates of hospital mortality and background mortality. First, the model uses the hospital case fatality rate due to severe exacerbations to assess potential survival benefits associated with avoidance of hospital-treated exacerbations, with the hospital case fatality rate sourced from a UK 2008 COPD Audit Report [20] . Subsequently, the value of CFR of 7.7 % reported in the UK COPD Audit Report was adjusted to reflect the difference in age within the modelled cohort (64 years at start) and in patients in the UK COPD Audit Report (73 years). This conservative assumption was made in order not to overestimate deaths from severe exacerbations in younger cohort in the initial period of Markov cohort simulation.
Second, the all-cause SMR generated by the model that comprises SMR B for the background mortality and the hospital CFR was calibrated against all-cause SMR reported in UK Clinical Guideline CG101 [5] . Such separation of SMR B attributed to background mortality and the hospital case fatality rate in the model has enabled greater flexibility regarding ranges of the hospital case fatality rates, making the model applicable to a wider range of settings.
Furthermore, adjustments to the RRR obtained from the studies M2-124 and M2-125 were made to avoid doublecounting of the impact of lung function improvement on the reduction of exacerbations. Because the results with roflumilast reported to date are based on 12-month studies, a conservative approach was adopted considering that the lung function benefits would last for 1 year only. However, evidence from longer treatment trials in COPD (3-or 4-year duration) suggests that the benefit of effective treatments persists for years (TORCH [31, 32] and UPLIFT [33, 34] ).
The following key assumptions regarding the efficacy of roflumilast were made in the model. The model employs a single pooled ratio of reduction of exacerbation rates (RRR) that has been shown to be statistically significant in two pivotal trials [15] that had identical designs. The single RRR is applied to both the severe and very severe COPD states, as the statistical analysis of trial data demonstrated that the reduction of exacerbation rates was independent of COPD severity. It was also assumed in the model that the relative rate of reduction of exacerbations remains constant over time. Data from the roflumilast clinical programme did not provide any signals to suggest that patients would develop a tolerance or resistance to roflumilast. An analysis of time to first and subsequent exacerbations has confirmed the sustained effect of roflumilast on exacerbations [35] . Assumptions of shorter durations of reduction of the exacerbation effect in a sensitivity analysis demonstrated a stable incremental cost-effectiveness ratio.
Reduction of hospital exacerbation rates
The pivotal roflumilast clinical trials [6] were designed to estimate the statistically significant reduction rates of community-treated exacerbations and hospital-treated exacerbations combined. However, these studies were not powered to produce a statistically significant reduction ratio of hospital-treated exacerbations. The survival benefits of roflumilast treatment in the model are partly attributed to hospital CFR and based on the assumption that exacerbation rates result in certain proportions of hospital-treated exacerbations as observed in the pivotal studies (0.155 and 0.244 in severe and very severe COPD respectively [19] ). These assumptions could be further validated by including the review of available data on hospitalisations for COPD.
Comparator regimens and relation to the UK clinical practice
The studies M2-124 and M2-125 used to populate the economic model provided a combination of evidence on the treatment effect of roflumilast on the reduction of exacerbations and improvement of lung function in patients with severe and very severe COPD treated with concomitant LABA. No direct evidence is available on the comparative effectiveness of roflumilast versus other COPD regimens representing a wide range of treatments available in the UK. An attempt was made to synthesise various studies in a network meta-analysis study in 2011 [36] that reported estimates of the relative reduction of exacerbation rates in patients treated with roflumilast versus a range of other regimens. With a wide range of comparators, the relative reduction of exacerbations had a similar magnitude to the RRR drawn from the studies M2-124 and M2-125. However, due to the nature of MTC, data in the study [36] were highly uncertain, and no effect on lung function improvement was reported.
A health economics study [37] based on the RRRs from the MTC [36] showed that in the UK setting, roflumilast as an add-on therapy to LAMA ? LABA/ICS has a broadly similar exacerbation reduction ratio of 0.84 (95 % CI 0.74-0.95) and a comparable incremental cost-effectiveness of £16,566 per QALY gained.
The cost-effectiveness model in this study attempts to synthesise the best practices in COPD pharmacoeconomic modelling and uses FEV 1 -based definitions of COPD severity stages; the model is based on direct evidence derived from a pooled analysis of two pivotal RCTs. The analysis presented in this study suggests that adding roflumilast to concomitant bronchodilator therapy (LABA) can be an effective treatment option with an incremental cost-effectiveness ratio that is within a widely accepted range, i.e. £20,000-£30,000 per QALY gained.
